MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

DO NOT WRITE ANENDED  Registration; Diseict HT:TI?zg'qu;g—”‘"“" Regittratian District No.eR @99 pegivrar's No. '___/_fd.j_-__._

ON THIS 5TUB

STA'IE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institvtion: Residence before

a. COUNTY g&eene 'y STATEMMML- -b, COUNTY (‘Wm admirsion)

b. CITY (If outside corporate limits, give TOWNSHIP gnly) Length of stay in 1b c. CITY Inside Limits

TOWN p/UJlEJfL ! weeh TOWN NMNixa Yes @ No [

¢. FULL NAME OF [If NOT in hospifal, give location) Inside Limits d. STREET {1 cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS
iNsTHUTION. 9.2, goﬁn,d /{04/211[71 Yes @ No{J no sireet address Yes O Nofg

. NAME OF DECEASED First Middls Last 4. DAIE Month Day Year

(Type or print) ﬂbfly {clvm Poweu DEOAFTH Ociobe/:. /4. {96?

5. SEX &, COLOR OR RACE 7. martied L) Never Married [J |8. DATE OF BIRTH | % AGE [lasr birthday) |IF UNDER | YEAR | IF UNDER 94 HR

X Widowed [J Diverced [ Months I Days Houns -I Min.
Female Uhite qcﬂlﬁy 72
10a. USUAL OCCUPATION (Give kind of work done | 10k, KIND OF BUSINESS OR INDUSIRY| 117 BIRTH CE (City and stare or country) | 12. CITIZEN OF WHAT COUNIRY

during mpst of work;n llfa aven if retired) N
Hous —— Janeyville,
13a. FATHER'S NAME v 13k, MOTHER'S MAIDEN NAME i " 14. NAME OF HUSBAND OR WIFE

15, AS DECEASED EVER IN U.S”ARMED FORCES? 1&. SOCIAL SE!%URITY NO. 17. INFORMANT Address

{Yes, no, or unknown) '(II yes, give war ar daler of serv . R .
no e M. fduand H. Powell, Nixa, Missouni
18. CAUSE OF DEATH {Enter only one cavse per |ine Tor (a7, (o), anu 1K}, hal INTERVAL BETWEEN
PART |I. DEATH WAS CAUSED BY: QNSET AND DEATH

IMMEDIATE CAUSE (s}  ( twpdece Lovedil

VS 300
Rev. 4/59

'n397|
‘na2ar

DATE AMENDED

—
Z
i
=
=
v
Q
a

4 - . .
Canditiony, if any, DUE TO (b) fbé’.u-—a—é—c tféd-a/ féfd‘-—f Steer ?g 2
which gave rise 10 -
above cause [a),
stating tha under-
lying cause laal. DUE TO {¢)

PART Il. QTHER SIGNIFICANT CONDITIONS CONIRIBUTING YO DEATH but net releted to the ferminal PART LI, 1f dacearsd was  fomale was
disesse condition given in PART | (a) there & pregnancy in last 90 days.

Coreguutice 1o flanet Dol [Dver] QN | D okoown
19, WAS AUTOPSY | 20a. ACCEIDEN1 B I(IZ:IIDE HDMEIICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter narvre of injury in PART | or PART 11 of item 18.)

PERFORMED?
YESO NORY
20¢, TIME OF = Hoer Month, Day, Year
INJURY a.m.
p-m.
20d. INJURY OCCURRED 20a. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION . COUNTY

WHILE AT WORK [ farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK O

21, | atiended the deceased from 10-7_ 61 Io_lklg':aa_nnd last saw :lur; aliva an 10-11—63

Death occurrad at. /,:0‘; ha on the date stated sbove, and to the bast of my knowledgs, from the causes stated.

22s. SIGNATURE (Degru ar titla)} 22h. ADDRESS 22c. DATE SIGNED
lé M e A 609 Cherry-Springfleld, Mo,10-15=

73a. BURLAL, CREMATION, | 21b, DATE = 1™Z3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION [City, tawn, ar county) [5m63

gEMOyAl fSp-cifv)

24, FUNERAL DIRECTOR 25, DAFE RECD. BY LOCAL REG. 7] 26, RAR'S SIGNATURE

/0-271-63

(Licansed Embalmat’s Statement on Reverse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

/

BY AFFIDAVIT OF

ITEM NO.




AFayinis,

. 1 '
RIS S

a

-
IRV EARR N T 6t

STATEMENT BY LICENSED EMBALMER

hereb;{ certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

S

or by Student Embaimer No.

, : 55
working under my personal SUR&!’\_IISIDD.

Student - Signed—%vm
) Signature of Student Embalmer "

' (4
Licensed Embalmer No. %3?

P. O. Address %é/bff, % .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above ‘constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.
2O L BRE _ . : i

.




